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State of Califomia — Health and Human Services Agency

California Department of Soclal Services

IDENTIFICATION AND EMERGENCY INFORMATION CHILD CARE

CENTERS/FAMILY CHILD CARE HOMES

To Be Completed by Parent or Authorized Representative

CHILD'S NAME __ LAST MIDDLE FIRST SEX | TELEPHONE
( )

ADDRESS NUMBER  STREET CITY STATE ZIP |BIRTHDATE

PARENT / LAST MIDDLE FIRST BUSINESS

AUTHORIZED TELEPHONE

REPRESENTATIVE ( )

NAME

HOMEADDRESS NUMBER STREET  CITY STATE ZIP |HOME
TELEPHONE
( )

PARENT / LAST MIDDLE FIRST BUSINESS

AUTHORIZED TELEPHONE

REPRESENTATIVE ( )

NAME _

HOMEADDRESS NUMBER STREET  CITY STATE zIP |[HOME
TELEPHONE

1)

PERSON LAST MIDDLE FIRST HOME BUSINESS

RESPONSIBLE TELEPHONE |TELEPHONE

FOR CHILD ( ) ( )

ADDITIONAL PERSONS WHO MAY BE CALLED IN AN EMERGENCY
NAME ADDRESS TELEPHONE ~ RELATIONSHIP
PHYSICIAN OR DENTIST TO BE CALLED IN'AN'EMERGENCY
PHYSICIAN ‘ADDRESS | MEDICAL PLAN AND NUMBER TELEPHONE
( )
DENTIST ADDRESS MEDICAL PLAN AND NUMBER TELEPHONE
()

IF PHYSICIAN CANNOT BE REACHED, WHAT ACTION SHOULD BE TAKEN?

O CALL EMERGENCY HOSPITAL

OOTHER EXPLAIN:

LIC 700 (10/19) (CONFIDENTIAL)
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State of Califomia — Health and Human Services Agency _._ California Department of Social Services

———

NAMES OF PERSONS AUTHORIZED TO TAKE CHILD FROM THE FACILITY
(CHILD WILL NOT BE ALLOWED TO LEAVE WITH ANY OTHER PERSON WITHOUT WRITTEN
AUTHORIZATION FROM PARENT OR AUTHORIZED REPRESENTATIVE)

NAME RELATIONSHIP

TIME CHILD WILL BE PICKED UP
SIGNATURE OF PARENT/GUARDIAN OR AUTHORIZED REPRESENTATIVE DATE |
|

TO BE COMPLETED BY FACILITY DIRECTOMADMINISTMTOWFAHILY
CHILD CARE HOMES LICENSEE
DATE OF ADMISSION LAST DATE OF ENROLLMENT

LIC 700 (10/19) (CONFIDENTIAL) - ~ Page20of2
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STUE OF CALIFORNIA—HEALTH AND HUMAN BERVICES AGENCY ' OALIFORNIA DEPARTMENT OF SOCIAL BEAVIOES
COMMUNITY CARE LICENSING DIVISION

FAMILY CHILD CARE HOME
NOTIFICATION OF PARENTS' RIGHTS
PARENTS’ RIGHTS

As a Parent/Authorized Representative, you have the right to:
1. Enter and Inspect the family chiid care home without advance notice whenever children are in care,

2, File a complaint against the liconsee with the licensing office and review the licensee’s public file
kept by the licensing office.

3. Review, at the family child care home, reports of licensing visits and substantiated complaints
against the licensee made during the last three years.

4. Complalin to the licensing office and inspect the family child care home without discrimination or
retaliation against you or your chlki.

5. Be notified and receive, from the liconses, a written notice that lists the name of any person not
allowed in the family child care home while children are present. (NOTE: This notice is only
required when the Department has, In wiiting, excluded someone from the family child care
home on or after January 1, 2001).

6. Request in writing that a parent not be allowed to Visit your child or take your child from the family
chiid care home, provided you have shown a certified copy of a court order.

7. Receive from the licensee the name, address and telephone number of the local licensing office.
Licensing Office Name: CCLD-Fresno Regional Child Care

Licensing Office Address: 1310 E Shaw Ave Fresno, CA 83710
Licensing Office Telephone #; 5992434588

8. Be informed by the licensee, upon request, of the name and type of association to the family child
care home for any adult who has been granted a ctiminal record exemption, and that the name of
the person may also be obtained by contacting the local licensing office.

9. Recelve, from the licensee, the Caregiver Background Check Procsss form.

10. Be Informed, by the licensee, that the facility has or does not have liabillty insurance (or a bond) that
covers injury to clients due to the negligence of the licensee or employees of the facility.

NOTE: CALIFORNIA STATE LAW PROVIDES THAT THE LICENSEE MAY DENY ACCESS TO THE FAMILY CHILD

CARE HOME TO A PARENT/AUTHORIZED REPRESENTATIVE IF THE BEHAVIOR OF THE
PARENT/AUTHORIZED REPRESENTATIVE POSES A RISK TO CHILDREN IN CARE.

For the Depariment of Justice “Registered Sax Offender”database, go to wWww.megansiaw.ca.gov

ACKNOWLEDGEMENT OF NOTIFICATION OF PARENTS' RIGHTS
(Parent/Authorized Representstive Signature Required)

I, the parentiauthorized representative of , have received a copy of the “FAMILY
CHILD CARE HOME NOTIFICATION OF PARENTS' RIGHTS”, the CAREGIVER BACKGROUND CHECK PROCESS
and th1 J;ﬂgLY CHILD CARE CONSUMER AWARENESS INFORMATION form from the
fcensee, L1

£
Signature (Parent/Authorized Rapreseniative) :Dale
NOTE: This Acknowledgement must be kept in child’s flle and & copy of the Notification given to the
parent/authorized representative.

For the Department of Justice Mmmmm”mmmmugw
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! STATE OF GALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF BOCIAL SERVICES

PARENT NOTIFICATION
ADDITIONAL CHILDREN IN CARE

As required by Health and Safety Code Sections 1597.44(c) and 1597.465(c), you are hereby
notified that: (Check one)

| am licensed as a Small Family Child Care Home and may provide care for more than six
and up to eight children when one child Is enrolled in and attending kindergarten
(including transitional kindergarten) or elementary school, and another child Is at least six
years old, and no more than two Infants are in care.

| am licensed as a Large Family Child Care Home, and with an assistant provider, may
provide care for more than 12 and up to 14 children when one child is enrolled in and
attending kindergarten (including transitional kindergarten) or elementary school, and
another child Is at least six years old, and no more than three infants are in care.

9 Emegld Dy Meed CA 95340

(PRINT FACILITY ADDRESS)

_—---——---_--.—____—.._—--—--——nn---------—----———--------—_———_-----------------—-—n—-_—n--—-----.

(CUT ALONG DOTTED LINE)

RECEIPT OF PARENT NOTIFICATION (Facility Copy)
Additional Children in Care

1, , acknowledge receipt of the notification that this Small
Family Child Care Home may be providing care for more than six and up to elght children, or that
this Large Family Child Care Home may be providing care for more than 12 and up to 14 children
in accordance with Health and Safety Code Sections 1597.44 and 1597.465.

(PARENT/AUTHORZED REPRESENTATIVE SIGNATURE} (DATE)

{CHILD'S NAME)

Maintain the completed and signed bottom half of this form in the child’s record
and provide the completed top half of this form to the child’s parent or authorized representative.

LIC 9150 (3/14)




STATE OF CALIFORNIA - HEALTH AND HUMAN BERVICES AGENCY CALIFORNA DEPARTMENT OF 8OCIAL SERVICEB

CONSENT FOR EMERGENCY MEDICAL TREATMENT-
Child Care Centers Or Family Child Care Homes

AS THE PARENT OR AUTHORIZED REPRESENTATIVE, | HEREBY GIVE CONSENT TO
Litte Lmr%hﬁmr& TO OBTAIN ALL EMERGENCY MEDICAL OR DENTAL CARE

PRESCRIBED BY A DULY LICENSED PHYSICIAN (M.D.) OSTEOPATH (D.O.) OR DENTIST (D.D.S.) FOR

[T . THIS CARE MAY BE GIVEN UNDER

WHATEVER CONDITIONS ARE NECESSARY TO PRESERVE THE LIFE, LIMB OR WELL BEING OF THE CHILD
NAMED ABOVE.

CHILD HAS THE FOLLOWING MEDICATION ALLERGIES:

DATE PARENT OR AUTHORIZED REPRESENTATIVE SIGNATURE

—
HOME ADDRESS

HOME PHONE

o) «C )

LIC 627 (9/08) (CONFIDENTIAL)
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STATE OF CALIFORNIA - HEALTH AND HUMAN BERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

AFFIDAVIT REGARDING LIABILITY INSURANCE
FOR FAMILY CHILD CARE HOME

SECTION A:

I/We, the parent(s)/guardian(s) of . TN
's e
acknowledgethat___ 00N O Tavle Marhve 72

(Licensee'sName)

the oensee of ___| 4 e Leavners  Oacare
(Name of Family Child Care Home})

has informed me/us that this facrlﬂy doss not carry liability insurance or a bond in accordance with standards established by
Family Child Care statute. '

SECTION B: To be completed only f licensee does not own premises or the licenses Is a member of a condominium
or Homeowner's Association.

/We, the parent(s)/guardian(s) of

(Child's Name)
acknowledge that
(Licenses's Name)
the licensee of
{Name of Family Child Care Home)

has informed mefus that shefhe does not own the premises or Is a member of a condominium or Homeowner's Association,
and the liability insurance, if any, of the owner/Homeowners' Association may not provide coverage for losses arising out of, or
In connection with, the operation of the family child care home, except to the extent that the losses are caused by, or result
from, &n action or omission by the owner/Homeowners' Assoclation, for which the owner/Homeowners' Assoclation would
ctherwise be liable under the law.

Signature of Parent(s)/Guardian(s) Date

NOTE: The law requires Family Child Care providers to camry liability insurance or bond in the amount of $300,000 annually or
to maintain this signed statement in the facility file. Lack of a bond ar Insurance does not effect the right of parents to bring
legal action against the facility.
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STATE OF CALIFORNIA-HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL BEAVICES

COMMUNITY CARE LICENSING DIVISION
NEBULIZER CARE CONSENT/VERIFICATION
CHILD CARE FACILITIES

This form may be used to show compliance with Health and Safety Code Sectlon 1596.798 before a child care licenses or
staff person administers inhaled medication to a child In care. A copy of the completed form should be flled In the child's
record and in the personnel file. A separate form must be fliled out for each person who administers inhaled
medication to the child.

I, R » give my consent for A cana Qo I_’Zd : l’@% [a 4 l‘_‘ |4[£h¢,l.
(PRINT NAME OF AUTHORIZED REPRESENTATIVE) . (PRINT NAME OF LICENSEE Oft STAFF PERSON)

who work(s) at L e Leaviers  Tacare.

(PRINT NAME AND ADDRESS OF CHILD CARE FACILITY)

to administer inhaled medication to my child, _ , and to contact my child’s heaith care
provider, (PRINT NAME OF CHILD)

In addition, | certify that | have personally instructed the above-named licenses or staff person on how to administer inhaled
medication to my child. .

( have also provided the child care facility with written instructions from my child’s physician, or from a health care provider
working under the supervision of my child's physician (for example, a physician’s assistant, nurse practitioner or registerad
nurse). These instructions include:;

*  Specific Indications (such as symptoms) for administering the inhaled medication in accordance with the physician’s
prescription.

. Polential side effects and expected response.
. Dose form and amount to be administered in accordance with the physician’s prescription.

*  Actions to be taken In the event of side effects or incomplete treatment response in accordance with the physician’s
prescription. This includes actions to be taken in an emergency.

. Instructions for proper storage of tha medication.
*  The telephone number and address of the child’s physician.

SIGNATURE OF AUTHORIZED REPRESENTATIVE DATE

ADDRESS OF AUTHORIZED REPRESENTATIVE

HOME TELEPHONE NUMBER ' ’ WORK TELEPHONE NUMBER

LIC P88 (201)




State of California - Health and Human Services Agency California Department of Social Services

INDIVIDUAL INFANT SLEEPING PLAN

Date of plan: _
SECTIONA: INFANT’S INFORMATION
Infant's Name Gender Birth Date
| Authorized Representative's Name (Primary Contact) Phone Number
Authorized Representative's Name (Secondary Contact) Phone Number

_SECTION B: SLEEPING. [ENVIRONMENT: INFORMATION

Athome, the Infant sleaps in: What are the Infant’s usual
sleeping hours?
O Crb 0O PlayYard [J Other (Specify) pre

What is the Infant's average lenglh of the Infant’s nap(s) during the day Does the infant use a paciﬁer?> |

time? OYes 0O No [ Sometimes
minutes hours

If yes, brand:
SECTION C: INFANT'S ABILITY TO ROLL
My ﬁu, Is able to roli from their back to their stomach and stomach to their
back beginning / /
Authorized Representative Signature Date

SECTION D: INFANT’S ABILITY TO ROLL IN CHILD CARE

Provider observed the infant is capable of rolling from thelr back to thelr Stomach and stomach 75 ther Back.

Provider Signature » Date

Authorized Representative Signature Date
(To be completed no later than the next business day following observation)

LIC 9227 (8/20) Confidential Page 1 of 2




State of Califomia — Health and Human Services Agency Califomia Department of Soclal Services

SECTION E: . MEDICAL EXEMPTION
Does the infant have a medical exemption? [1Yes LINo

If the infant has a medical exemption to sleep in a position other than on their back a licensed physician must
provide instruction on an altemate sleeping position.
The following shall be Included with the medical exemption;

* Instructions on how the infant shall be placed to sleep, including sleep position.

* Duration the exemption Is to be in place

* The licensed physician's contact information

* Signature of the licensed physician and date of signature

ATTACH REQUIRED DOCUMENTS TO THIS FORM AND MAINTAIN IN THE INFANT'S FILE PURSUANT
TO TITLE 22, SECTION 101429(a)(2)(c) FOR CHILD CARE CENTERS OR SECTION 102425(c)(2) FOR
FAMILY CHILD CARE HOMES.

| certify that all Information contained in this form Is complete and accurate to the best of my abllity.

Authorized Representative Signature Date

LIC 9227 (8/20) Confidential ' Page 2012
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